Hydatid cyst accounts for 3% to 4% of all intracranial lesions. The initial diagnosis is typically based on clinical suspicion, usually with a patient history of having traveled to a region where it is endemic or living in contact with cattle or dogs, and the diagnosis is confirmed with serological tests and imaging. Emergent surgery for cerebral hydatid cyst without first obtaining magnetic resonance image has also been reported in the literature. Presently described is a case of a 22-year-old patient who presented with symptoms of intracranial pressure and neurological deterioration diagnosed as primary cerebral hydatid cyst, and a review of the literature.
INTRODUCTION
Hydatid cyst disease is endemic in the Middle East, Turkey, South America, Southern Europe, New Zealand, and Australia. [1] In human beings, hydatid cyst disease is most frequently caused by Echinococcus granulosus larvae. The small intestine of cattle, goats, and sheep is usually the intermediate host of the parasite, and wolves and dogs often become the final hosts. Human beings can be incidental intermediate hosts of Echinococci. [2] Following the intake of contaminated foods, embryos can migrate to the liver and lungs through the portal system. [3] The liver is the organ primarily affected by the disease.
Intracranial hydatid cyst is rarely seen; it has been reported in 1% to 2% of all cases with hydatid cyst disease. [4] It is more frequently seen in the pediatric population, and lesions are generally distributed in the supratentorial and middle cerebral perfusion areas. The essential treatment is to extract the cyst en bloc without rupturing it. The most often used surgical technique is Dowling's technique, as modified by Arana-Iniguez. [5] In this paper, a case of a 22-year-old patient with primary, cerebral hydatid cyst who presented with intracranial pressure and sudden neurological worsening and who was underwent emergency surgery is discussed in the light of the literature.
CASE REPORT
A 22-year-old patient, who had immigrated to our country from Syria, presented at the intensive care unit with symptoms of headache, vomiting, and nausea persisting for the previous month, and a tendency to fall asleep (Glasgow Coma Scale [GCS] score: 14) for the last 2 days. Based on information obtained from his friends, he was earning a liv-ing in animal husbandry. His physical examination revealed a moderately good general state of health, somnolence, poor cooperation, and right-sided hemiparesis (global 4/5). Routine laboratory test results were within the normal range, and a chest X-ray was unremarkable. Cranial computed tomography (CT) detected a round, hypodense cystic mass 8 x 6 cm in size, with smooth, regular contours and a midline shift localized in the left parieto-occipital region. (Figure 1a ). Cranial magnetic resonance imaging (MRI) was scheduled for the patient with a presumed diagnosis of intracranial hydatid cyst, and an urgent operation was performed as a result of a sudden worsening of his clinical state and a dramatic regression of his GCS to 8 (Best eye response: 1, best verbal response: 2, best motor response: 5).
The hydatid cyst was enucleated without rupture using Dowling's method through an extended left parietal-occipital craniotomy incision (Figures 1b and c) . The surgical site was irrigated with hypertonic sodium chloride, and a postoperative control cerebral CT demonstrated complete removal of the cyst and correction of midline shift (Figure 1d ). Diagnosis of hydatid cyst was confirmed based on histopathological analysis. Postoperatively, the patient's deficits were relieved, and tests performed during hospitalization did not reveal presence of hydatid cyst in another organ, so he was discharged with a prescription for medical treatment (albendazole, 10-15 mg/kg/day).
DISCUSSION
In this report, a 22-year-old patient with a primary cerebral hydatid cyst in the left parietal-occipital region who presented with intracranial pressure and who went urgent surgery as a result of sudden neurological worsening is discussed. The cyst was enucleated without rupture using Dowling's technique, and the patient was ultimately discharged with a prescription for medical treatment. Intracranial hydatid cyst is most often observed in the parietal lobes, where blood flow is increased. [5] Hydatid cysts have been reported to enlarge 1.5 to 10 cm annually. [5] These patients generally present with symptoms of increased intracranial pressure due to the mass effect of a large cyst. Hemiparesis, visual impairment, ataxia, epilepsy, and focal neurological deficits have been reported, depending on the location of the cyst. [6] Wani et al. reported on 5 pediatric patients with supratentorial hydatid cyst aged between 8 and 13 years on whom they had performed emergency surgery because of neurological worsening. [7] Emergency surgery for intracranial hydatid cyst was reported in 7 cases in which it was supratentorial [7] [8] [9] [10] [11] [12] [13] and 2 in which it was infratentoria l [14, 15] ( Table 1) . These cases were notable because they consist of 7 pediatric and 2 adult patients; the present case was also an adult patient.
Detection of anti-Echinococcus immunoglobulin G antibodies using an enzyme-linked immunosorbent assay test is the definitive laboratory diagnosis of hydatid cyst disease; however, in cases with an isolated cerebral hydatid cyst, antibody titers are generally either very low or undetectable. [16] On cerebral CT, cyst fluid is isodense with cerebrospinal fluid (CSF), and most cysts are round in shape. It is unusual to see perilesional edema or contrast uptake in hydatid cysts as otherwise observed in cystic tumors. [17] On MRI, cyst fluid is isointense with CSF in T1-and T2-weighted images, and in the presence of inflammatory reaction, contrast uptake and peripheral edema may be observed. [18] Cyst wall calcification is seen in nearly 1% of cysts. [6] In the differential diagnosis, arachnoid cyst, cystic tumor, abscess, and porencephalic cyst should be considered. [6] For a symptomatic hydatid cyst, surgery is the optimal treatment. The goal of the surgery is to extract the cyst without rupturing it in order to prevent recurrence or anaphylactic reaction. [19] The most commonly used surgical technique is Dowling's hydrodissection technique, as modified by Arana-Iniguez. [5] If the cyst ruptures in the surgical field, it should be aspirated immediately, and if any communication between the cyst and the ventricular system does not exist , irrigation of the cystic cavity with hypertonic sodium chloride is recommended. [20] Bakhsh et al. reported the first case of a pineal hydatid cyst presenting with Parinaud syndrome and associated with increased intracranial pressure. The cyst was accidentally ruptured because of an ambiguous preoperative diagnosis; diagnosis was ultimately made based on histopathology. Fortunately, the ruptured cyst did not cause anaphylactic shock, but spread through the intracranial structures. [21] Medical treatment should generally be maintained for at least 6 months. Albendazole may be administered in 2 doses totaling 10-15 mg/kg/day. [22] Conclusion Though cerebral hydatid cysts are slow-growing lesions, they can lead to serious morbidity and mortality in symptomatic cases. In the literature, the requirement for emergency surgery has most often been reported in pediatric cases, but it may be seen also in adult cases.
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